In inflammation of the iris every step in the pathological process can be followed and accurately observed through the transparent cornea.
In few diseases is it so easy to correlate the symptoms with the objective appearances, or to watch the results of treatment. The study of iritis, therefore, must be of great interest, not only to the ophthalmologist, but also to the family doctor, both of whom can see in the eye morbid changes similar to those which occur hidden from view in other parts of the body. The object of this lecture, however, is not to give an exhaustive account of the diagnosis and treatment of iritis. Its primary purpose is to take inflammation of the iris as a text to illustrate two fundamental principles in general medicine :? (1) That the cause of a disease is not necessarily to be found in the organ manifesting the symptoms, and (2) No. 3 family history. The onset of an attack is usually sudden, generally during the night, and usually heralded by pain, which steadily increases in severity until it becomes almost unbearable. The pain radiates from the eye to the forehead, temple, cheek, and side of the nose, and one of its most characteristic features is that it is worst at night and during the early hours of the morning. It comes in paroxysms, and is so agonising at times that it impels the patient to get out of bed and walk about his room in a vain attempt to find relief. These attacks are always accompanied by copious lacrimation and distressing photophobia, but vomiting does not occur unless the iritis is complicated by increased intra-ocular tension.
There is neither mucous 3. The small size of the posterior chamber explains the ease with which it becomes blocked by exudate, which, accumulating behind the iris, either pushes it forwards into the aqueous chamber or drags it backwards to seal it completely to the lens capsule. When the pupil is blocked and the iris pushed forwards the structural changes due to prolonged inflammation and continuous pressure result in a loss of the natural elasticity inherent in the structure.
The functional activity of every structure of the body depends in large measure upon its elasticity, and it deteriorates at once whenever its elastic fibres dwindle. In dilatation of the stomach or of the heart there is always at the onset an interference with the normal passage of fluid through the pyloric orifice or in the output of blood from the heart, in many ways analogous to what is seen to occur when there is interference with the circulation of aqueous humour through a contracted and adherent pupil. In the production of dilatation, therefore, the mechanism is the same, and* the result to the muscular wTall is similar in eye, in stomach, and in heart.
Sight becomes worse after every recurrent attack of inflammation, and as the occlusion of the pupil prevents the normal circulation of the intra-ocular fluids iridectomy must he performed if blindness is to be prevented. It is, however, only after treatment?local, general, and diathesic?has failed that the necessity for operation arises. The striking improvement in sight which often follows iridectomy is naturally attributed to the operation, but in reality the cutting out of a piece of iris only removes a mechanical obstruction to the normal circulation of fluids within the eyeball, in the same way that a short circuiting operation facilitates the passage of food from the stomach to the bowel.
The necessity for such an operation, whether in the eye or in the stomach, is, however, really a confession that medical treatment has failed. The fact that a successful operation has been performed does not therefore lessen the need for rigid perseverance with the regimen prescribed to counteract the cause underlying the ocular inflammation.
Operation ought not to be delayed unnecessarily, but it should always be preceded by a course of general treatment, and the best post-operative results are to be expected when a similar regimen is followed after iridectomy has been performed.
